Context: Several studies have investigated the effects of osteopathic manipulative treatment (OMT) on labor duration, but the outcomes remain ambiguous. Confounding the relationship between OMT and labor duration is the lack of standardization between treatment settings, gestational ages at the time of treatment, OMT techniques, and overall obstetrical management principles from foundational and modern osteopathic approaches.
Principles of Osteopathy, 1 to which the area of obstetrics has a dedicated chapter. According to Zink, 2 "traditionally, osteopathic manipulative management of the obstetric patient has been limited to soft tissue relaxation especially to the lumbar region and, occasionally, to making corrections of the isolated somatic dysfunctions." Despite research into the effects of osteopathic manipulative treatment (OMT) on labor duration, the outcomes remain ambiguous. Earlier studies by Hart   3 and Whiting 4 demonstrated a shortening of labor duration, whereas more recent studies by Hensel et al 5, 6 reported an increase in labor duration. Confounding the relationship between OMT and labor duration further is the lack of standardization between treatment settings (eg, outpatient, inpatient), gestational ages at time of treatment (term or before term), treatment techniques, and overall obstetrical management principles from foundational and modern osteopathic approaches.
Pregnancy in the third trimester and intrapartum labor course present many challenges to the musculoskeletal and neurovisceral framework of the obstetric patient. 7, 8 The sympathetic innervation to the female pelvic viscera is derived from nerves at the spinal levels of T10-12 and L1-2. Nociceptive fibers also follow these tracts and share interneurons with musculoskeletal nociceptive fibers at the same levels. Parasympathetic innervation arises from S2-4 through the pelvic splanchnic nerves. 9 The vagus nerve (cranial nerve 10 [CN10]) also plays a role in the innervation of the uterus, as evidenced by studies demonstrating how pregnant women with transection of the spinal cord can still achieve partuitio. [10] [11] [12] Animal studies have also demonstrated the effect of CN10 on the vagina, uterus, and cervix, [13] [14] [15] [16] [17] though uterine innervation by CN10 is less well understood. Changes in anterior/posterior curves during pregnancy can facilitate segments and lower pain thresholds due to negative effects on the aforementioned autonomic framework.
Additionally, as the curves progress, an increase in the tortuosity of viscera is observed, leading to compression and venous congestion, especially in the vasculature encased in the broad ligament of the uterus. This congestion is further compounded due to the increased mass and size of the gravid uterus and the growing fetus therein exerting compression on the inferior vena cava among other smaller-caliber venous vasculature and attendant lymphatic vessels. Respiratory and circulatory functions are thus subsequently altered, leading to commonly found constipation, edema, poor circulation, and backache. In addition, nerve conduction and circulation to the uterus is impaired, affecting uterine contractility and labor progression.
Hence, the justification for OMT applied in the current study is the need to reduce venous congestion inherent in the physiologic problems in pregnancy, reduce labor time as much as possible to minimize complications that result from an increased labor time, 18 and reduce the somatic pain and psychological stresses due to a prolonged pregnancy. All such components may be reduced with a shorter duration of labor. Table 1) .
Obstetrical outcomes are summarized in Table 2 . 
Discussion
To our knowledge, this study is the first to present an effective, efficient, and feasible approach to osteopathic obstetrical management in the inpatient setting. As previously described, pregnancy and labor present many challenges to the musculoskeletal and neurovisceral framework; thus, our protocol was devised to focus on these components. Limiting the protocol to address these issues in an approach analogous to pharmacologic minimum effective concentration was found to yield an effective and feasible approach to osteopathic obstetrical care in the inpatient setting. Osteopathic obstetrical care is not a standard approach and is limited by the traditional labor setting. Although we concede that a more ideal setting and increased duration of treatment would be preferred to our current approach, it is not always feasible. However, it is paramount that a framework be defined to allow for the practical and effective implementation of osteopathic obstetrical management of obstetric patients.
From the preliminary results presented in this report, the authors conclude that this framework allows for such an execution.
Comparison With Previous Research
A comparison of the specifics of previous research with this current research is summarized in Table 3 . As mentioned, the current research to which a relationship between OMT and labor duration has been explored seems to be limited to 3 studies: Hart, 3 A key aspect of Hart's study is that it describes a complete approach to osteopathic obstetrics at each stage of labor, namely, antepartum, intrapartum, and postpartum. For the purposes of this discussion, Hart's Abbreviations: MSAF, meconium-stained amniotic fluid; OMT, osteopathic manipulative treatment.
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The only groups showed no significant difference in The present study proposes a modern intrapartum osteopathic obstetrical management framework that has yet to be described. Taking may be that OMT was not performed by the same physician who managed the labor and delivery for the patients in the study by Hensel et al. 5 Hart, 3 Whiting, 4 and the present study all had OMT provided by the delivering osteopathic obstetrician in addition to having obstetrical decision-making performed by the same osteopathic obstetrician.
Limitations
Because this study was underpowered to divide the groups into primiparous and multiparous patients, we were only able to conclude a reduction in labor duration for the entire group. This study is ongoing and once enough power is reached, more definitive conclusions will be made. Because of the heterogeneity of the settings even within the inpatient setting, the conclusions of this work may be limited to our urban population and hospital system, despite what comparisons were attempted to be made to the previous studies. Our study's design involved women receiving epidural analgesia and oxytocin for labor augmentation at some point, which limits our conclusion to that cohort.
Conclusion
Pregnancy and labor present many musculoskeletal and neurovisceral challenges to obstetrical patients. To our
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